
Outpatient Medical Claim Document
Patient Details

Patient Name: __________________________________

Patient ID: __________________________________

Date of Birth: ____ / ____ / ______

Contact Number: __________________________________

Claim Details

Claim Number: __________________________________

Date of Visit: ____ / ____ / ______

Physician/Provider: __________________________________

Diagnosis: __________________________________

Breakdown of Charges

Description Date Qty Amount

__________________________________ ____ / ____ / ______ __ _____________

__________________________________ ____ / ____ / ______ __ _____________

__________________________________ ____ / ____ / ______ __ _____________

Total _____________

Remarks / Additional Information

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Claimant's Signature

Date
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